Abdominoplasty is the third most popular surgical procedure performed in plastic surgery and is rising in prevalence, partly because of the growing number of massive weight loss (MWL) patients. 1 Preexisting abdominal scars, particularly the right subcostal scar utilized for open cholecystectomy, commonly known as a Kocher scar, may threaten healing after abdominoplasty due to past sectioning and scarring of the superior blood supply necessary for abdominal healing. Abdominal scarring is prevalent in the MWL Presented at the annual American Society of Plastic Surgeons (ASPS) meeting held October 2008 in Chicago. ePlasty VOLUME 10 population. Many MWL patients have undergone open Roux-en-Y gastric bypass surgery (GBS), most often through an upper midline scar. Whereas the presence of abdominal scars may impact the surgical approach chosen for abdominoplasty, some surgeons believe that concerns about wound healing with right subcostal scars are overstated, particularly if the surgery was in the remote past.
In our experience, we seemed to experience more wound healing problems with subcostal scars (Fig 1) . We aimed to determine whether patients with right subcostal or upper midline scars experienced increased risk of complications, and specifically, wound healing problems, after abdominoplasty procedures. 
PATIENTS AND METHODS

Review
RESULTS
A total of 420 abdominoplasty procedures were performed. Within the overall group, 62.2% had open GBS with an upper midline incision and 19% had laparoscopic GBS (Table 1) . Seven percent (n = 29) of the patients had a Kocher scar. Mean BMI at the time of abdominoplasty was 33 (range: 19.5-88). Overall risk of any complication was 32.9%, with risk of wound healing problem (18.3%) and seroma (14.9%). χ 2 analysis revealed significance in the relationship between any abdominal scar and any complication (P = .001), and wound healing problem as a specific complication (P = .009) ( Tables 2 and 3 ). The Kocher scar was significantly associated with wound healing problems (P = .003) but not with seromas ( Table 4 ). The upper midline incision also had a higher association with any complication but not with wound healing or seroma complication.
Multivariate analysis, controlling for age, gender, medical comorbidities, smoking history, and BMI, indicated that no significant relationship existed between abdominal scars and postoperative complications. While this relationship dropped out in the adjusted analysis, BMI revealed itself to be the variable providing the greatest detriment to successful wound healing and uncomplicated recovery (Tables 5 and 6 ). With every unit increase in BMI, there was a 5% increase in the risk of any complication and a 6% increased risk in wound healing (P = .001). Female gender provided a positive benefit in wound healing (P = .006; Table 5 ). There was no difference in complications between the open and the laparoscopic GBS groups, indicating that the upper midline incision did not pose a threat to wound healing. 
DISCUSSION
While the Kocher scar seems to pose a threat to wound healing in abdominoplasty, multivariate analysis controlling for a range of variables reveals that it is BMI, not the Kocher scar, that poses the greater threat. Upper midline incisions also do not present a risk to wound healing in abdominoplasty. The breast reconstruction literature has investigated the impact of abdominal scars on outcomes in procedures utilizing autogenous abdominal tissue, such as free TRAM flaps and DIEP flaps. Concerns are related not only to abdominal healing after flap harvest but also on flap healing. Parrett et al 2 retrospectively analyzed a 3-year series of 168 DIEP flaps, 78 with a range of prior abdominal scars. Although they found that flap outcome was unaffected, abdominal donor site healing was notably impaired, including abdominal wound breakdown, seroma, and bulges of the abdominal wall. 2 Losken et al 3 studied the impact of right subcostal scars on breast and donor site morbidity with TRAM flap surgery and found that subcostal scars paired with smoking led to a 6.5-fold increase in the risk of abdominal wall necrosis. 3 These papers as well as one by Schoeller et al 4 submit recommendations to avert problems, including minimized undermining and modification of incisions utilized to optimize circulation to the healing abdominal incision. [2] [3] [4] Although caution is recommended in undermining when a Kocher scar exists, we found that including BMI in the analysis disabled the risk of Kocher scar in causing wound healing problems. This makes sense considering the fact that subcostal scars are more common in more obese patients. BMI has been identified in many studies as a negative predictor of wound healing in abdominal surgery and in breast reconstruction surgery. [5] [6] [7] [8] [9] [10] We also found in this analysis that women fared better than men in abdominoplasty outcome. We have demonstrated in the past that male gender proved to be detrimental to wound healing in postbariatric body contouring surgery. 5 Whether this occurs secondary to the beneficial effects of estrogen, from greater compliance on the part of the female patient population, or for other reasons, this study supports the finding that female patients experience better outcomes than male patients.
We have not experienced significant detriment from subcostal scars because we designed our operative approach with the scar in mind, as supported by the studies cited in the breast reconstruction literature as well as several studies specifically investigating abdominal contouring in postbariatric patients. [11] [12] [13] Our recommended strategy for abdominoplasty in patients with right subcostal scars depends on the patient's BMI and medical comorbidities known to impair wound healing, as well as the position of the subcostal scar. For patients presenting with elevated BMI and medical comorbidities, and especially if the subcostal scar is relatively high, we perform conservative panniculectomy, with minimal undermining in an effort to maximize the number of perforator vessels nourishing the skin (Fig 2) . This approach emphasizes the alleviation of functional symptoms from overhanging skin and safety with minimal healing requirement. Later, staged removal of upper abdominal skin may be performed to improve contour. In healthy patients with BMI 30 or higher and a relatively low scar, we try to perform maximal removal of the skin below the scar, working the scar into the abdominal closure (Fig 3) . For the patients who do not fall into these 2 broad categories, we individualize treatment taking into consideration medical comorbidities, BMI, and age: we will perform abdominoplasty in those patients we believe will do well, but with very careful undermining performed under the subcostal scar to optimize perforator vessel blood supply (Fig 4) . Conversations take place preoperatively regarding the elevated risks of wound healing and seroma formation with subcostal scars. If there is any concern about viability of the abdominal skin, we err on the side of conservativism, with minimal undermining and panniculectomy of only the overhanging skin. Wound healing problems occurring subsequent to more aggressive undermining in the presence of abdominal scars often require long-term wound care and possible reoperation, both unpleasant possibilities for the surgeon and the patient.
Upper midline scars do not pose a problem with wound healing. In patients with upper midline scars, we do undermine the scars to allow the scar to migrate down to the pubis when performing abdominoplasty. We do not routinely excise these scars because of the concern about potential wound healing problems that might occur in the suprapubic region. Along these lines, we do not routinely perform fleur-de-lis excision in order to preserve maximal vascularity to the abdominal skin flap. With greater numbers of laparoscopic gastric bypass procedures being performed, we believe avoidance of a visible midline scar in abdominoplasty is preferable. For cases in which the upper midline scar results in contracture limiting the downward migration of the abdominal skin and closure of the skin to the pubis in the midline, we excise the scar through the dermis only, leaving subcutaneous fat intact.
As experience grows with body contouring for the MWL population, we can more clearly identify appropriate surgical procedures for those with specific medical and surgical history. Although we found here that subcostal scars do not directly impact surgical outcome, we do recommend conservative undermining and individualized treatment plans, particularly considering BMI. ePlasty VOLUME 10 
